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Introduction

What Is the MHSIP?

Over the past 25 years, the Mental Health Sta-
tistics Improvement Program acronym—MHSIP—
has become increasingly recognized as an imprima-
tur of innovation and excellence in the area of men-
tal health data systems and standards. The MHSIP
has several facets: first, it is a policy group that pro-
vides at the national level leadership and direction
related to mental health data; second, it is a com-
munity that comprises the policy group, regional us-
er groups (RUGs) that represent all 50 States and
U.S. territories, and other stakeholders with exper-
tise and interest in mental health data and its uses;
third, it is a set of values related to the effectiveness
and efficiency of care that has evolved over time to
be more consumer-centric and outcomes-oriented;
and fourth, it is a set of products that have included
data standards, reports on special topics, perfor-
mance measurement systems, and report cards.

This chapter provides an overview of the evolu-
tion of the MHSIP, reviews past accomplishments,
and describes future directions for the organization.

Historical Context

In 2001, the MHSIP celebrated its 25th anni-
versary. Cecil Wurster (1999), who for many years
was the chief of the National Institute of Mental
Health (NIMH) branch charged with the adminis-
tration of the program, describes the development of
the MHSIP as follows:

The MHSIP has its origins in the Model
Reporting Area (MRA) for Mental Hospital
Statistics, which was established by the
National Institute of Mental Health and 11
state mental health agencies in 1951. The
MRA was formed to address the need for
uniform definitions among state mental
hospital statistical systems. By the mid-
1960s, 34 states had met MRA statistical
standards and had been admitted into the
Model Reporting Area. However, with the
expansion of outpatient and community-
based mental health services in the late
1950s and early 1960s, the MRA was no
longer sufficient for setting data standards
for mental health services, because it
continued to focus only on the state hospital
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systems. Consequently, in 1966 the MRA
was essentially abandoned and the annual
meetings of the MRA, supported by NIMH,
were modified and expanded into a National
Conference on Mental Health Statistics;
and all states were invited to participate.
During the next few years, the use of
standardized definitions for mental health
statistics decreased and the participants in
the meetings of the National Conference
appealed for the restoration of a mechanism
to develop and promote standardization. At
the 1976 meeting of the National
Conference, NIMH proposed a cooperative
mental health statistics program in the
form of the Mental Health Statistics
Improvement Program. The participating
state representatives endorsed the concept
of a cooperative system and agreed in
principle to a collaborative relationship
among the States and NIMH. In the
collaborative relationship, the states agreed
to work together with NIMH to develop
standardized minimum data sets for mental
health statistical systems and implement
the data sets and data standards as

statistical systems were developed or
modified.

Initially, participants in the MHSIP were large-
ly representatives of State mental health authori-
ties (SMHAs) and NIMH. However, over the years,
the MHSIP has expanded to reflect the diversity of
persons who have an interest in and an expressed
need for mental health data standards. These per-
sons include consumers, family members of consum-
ers, researchers, advocates, and mental health staff
at the local, State, and Federal levels, encompass-
ing both the public and private sector. The MHSIP
has come to be known as a community of persons
who are interested in “fostering and enhancing the
quality and scope of information for decisions that
will improve the quality of life and recovery of peo-
ple with mental illness” (Wurster, 1999). One of the
most important underpinnings of the MHSIP has
been adherence to a set of values and beliefs that
have driven the development of data standards and
other products. These values and beliefs may be
summarized in the following way: people need good,
objective, reliable, and comparable information to
make data-based decisions; good data depend on the
use of data standards; and data are the basis and
primary building blocks for accountability.

Besides the commitment to data, MHSIP values
have evolved to emphasize the consumer perspec-
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tive, outcomes, and broader stakeholder participa-
tion. This orientation is reflected not only in MHSIP
products but also in the inclusive and consensus-
building processes used to develop those products.
Over the years, MHSIP values have been expanded
to reflect (1) the increasing diversity of mental
health stakeholders who use data for decisionmak-
ing; (2) the increasing importance of performance
measures and indicators as a basis for accountabili-
ty and program improvement; (3) the rights of con-
sumers and family members of consumers to be in-
cluded in decisionmaking; (4) the recovery
movement initiated by consumers; and (5) the rec-
ognition that access to high-quality data supports
decisionmaking that can help improve the quality of
life and recovery of people with mental illness.
These enhancements have enriched and justified
the primary value underlying MHSIP efforts, which
is the promotion and advocacy of high-quality data
to support decisionmaking.

Organizing Principles

The development of a quasi-formal organiza-
tional structure across the States has been fostered
primarily through two mechanisms: (1) voluntary
participation by State mental health authority staff
in MHSIP-related activities, including the develop-
ment of MHSIP-related products, and (2) States’ re-
ceipt of federally funded grants that have promoted
the enhancement of State data system infrastruc-
ture and the implementation of MHSIP products.
Today, each State and U.S. territory has one or more
identified MHSIP representatives. With the support
of the Center for Mental Health Services (CMHS),
these representatives convene in four MHSIP RUGs
at least twice a year to share information, provide
technical assistance to the States within the region,
and promote the use of data standards. In addition,
they express the needs and priorities of the field,
which provide the basis for the policy decisions
made and the direction established by the policy
group. State MHSIP representatives are viewed as
the implementers of many MHSIP products. That is,
this cadre of people understands and applies MH-
SIP concepts to much of the work that has been un-
dertaken in the field. These representatives are able
to do this by advocating for the use of MHSIP prod-
ucts at both the State and local levels, training
mental health system stakeholders with regard to
the use of data, piloting data standards and perfor-
mance measures, and modifying and developing in-
formation technology solutions that incorporate or
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are built on MHSIP values, data standards, and
other products.

Over the years, MHSIP activities have been
guided by a policy group that is supported by, and
that works in collaboration with, CMHS. Members
representing the broad spectrum of the MHSIP
community described previously serve on the policy
group. Since the inception of the MHSIP, this group
(which is now known as the MHSIP Policy Group)
has taken a leadership role at the national level, ad-
vocating for the development, adoption, implemen-
tation, and use of mental health data standards, as
well as outcome and other performance measures
that can be derived using standard data elements.

Past and Current
MHSIP-Related Products

The MHSIP community has developed the fol-
lowing products:

The Design and Content of a National Men-
tal Health Statistics System, FN-8 (1983). This
document (Patton and Leginski, 1983) was the first
MHSIP effort to identify, describe, and document
data standards for three minimum data sets for
mental health organizations: organizational, hu-
man resource, and client or patient data.

Data Standards for Mental Health Decision
Support Systems, FN-10 (1989). This document (Le-
ginski et al., 1989) updated the three data sets de-
scribed in FN-8 and added two additional minimum
data sets: event and financial. The FN-10 has been
widely adopted by the States, and even today it con-
tinues to serve as the foundation for many SMHA
information systems. It introduced the concept of
collecting data to address a broad array of critical
questions summarized as “who received what ser-
vice from whom at what cost and with what out-
come.”

Enhancing MHSIP to Meet the Needs of Chil-
dren (1992). This product dealt head-on with the ex-
pansion of MHSIP concepts and data standards to
address mental health services provided to children
and adolescents and their families. Three problems
were addressed by the Task Force on Enhancing
MHSIP to Meet the Needs of Children (Cole et al.,
1992): (1) MHSIP content and data standards were
focused primarily on adults; (2) the MHSIP defini-
tion of the mental health service delivery system fo-
cused on the use of the specialty mental health ser-
vice system as the vehicle for service delivery, but
the task force noted that mental health services are
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provided to children and adolescents and their fami-
lies across service systems—not just within special-
ty mental health; (3) the provision of services to
children across systems results in unique issues
with regard to data integration efforts. Task force
recommendations were formulated to address each
of these issues and next steps were identified for im-
plementation.

Performance Indicators for Mental Health Ser-
vices: Values, Accountability, Evaluation, and Deci-
siton Support (1993). The focus of this product was to
develop a conceptual framework and to recommend
a process for the development of performance mea-
sures and performance indicator systems based on
MHSIP data sets and data standards content that
could be used to “support accountability, evaluation
and data-based decision-making” (Task Force on
Performance Indicators for Mental Health Services,
1993).

Commissioned Reports

Several times over the past 25 years, with sup-
port from SAMHSA/CMHS and other sources, the
MHSIP Policy Group has solicited preparation of
papers to summarize the salient sources of influ-
ence for a particular issue or problem. These com-
missioned reports were often very influential in
guiding the decisions and direction of the Policy
Group. Three are described here, though several
others have been produced (and are available in the
Library pages of the MHSIP Web site, described be-
low).

In 1993, two papers focused on trends and
points of view that were to channel MHSIP resourc-
es and shape several MHSIP endeavors. One de-
scribed the movement in health and other disci-
plines toward a more person-centered system of
care, in which there is “recognition of the legitimacy
and value of having persons actively participate in
making decisions related to their well-being” (Buck-
ley, 1993). This report concluded by recommending
revising MHSIP data standards to reflect account-
ability to a broader range of stakeholders’ decision
support needs; adding a focus on consumer prefer-
ences and satisfaction; emphasizing consumer out-
comes over time, rather than only the proximal out-
come of an intervention; increasing the range of
organizations included; promoting use of technology
to enable appropriate linkage of person-specific data
across time and settings, with sufficient provisions
for privacy, confidentiality, and security of the data;
and providing means and opportunities for access
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and effective use of data by consumers, family mem-
bers, advocates, and other nontraditional stakehold-
ers of the information system.

The second paper (Campbell and Frey, 1993)
took another step along that evolutionary path to
recommend a “person-driven decision support sys-
tem” that ensures consumer dignity, respect, accep-
tance, integration, and choice in professional prac-
tice; avoids psychiatric labeling; educates about the
utility of data; emphasizes health-promoting life-
styles and help-seeking behavior; encourages all
stakeholders to serve the self-defined needs of con-
sumers; provides protection of personal data; en-
sures access to data; promotes collaboration among
policymakers, service providers, and service recipi-
ents; and provides funding to support data system
change to a person-driven model.

Although they approached the subject from dif-
ferent perspectives, these papers contributed to im-
portant changes in the MHSIP philosophy. Because
of them, more consumer membership was added to
the Policy Group and subsequent initiatives have
all been structured to ensure more consumer voice.

In the early to mid-1990s, support for the con-
cept of recovery from mental illness began to build
momentum. A third influential report for MHSTP—
funded by CMHS, the National Technical Assis-
tance Center for State Mental Health Planning
(NTAC), and the Human Services Research Insti-
tute (HSRI)—summarized newly developing work,
published and unpublished, on conceptualizing and
measuring recovery among persons with mental ill-
ness (Ralph, 2000). The recommendations from this
document (inclusion of consumers/survivors in the
research process, collaborative development of mea-
surement tools, documentation of attempts to estab-
lish recovery environments, and continued compila-
tion of recovery literature) provided direction for
subsequent recovery research to be included in the
next MHSIP Report Card (see the discussion below).

The MHSIP Consumer-Oriented Mental
Health Report Card, 1996

The MHSIP Consumer-Oriented Mental Health
Report Card was designed as a prototype report
card that could be used by consumers, mental
health advocates, health plan purchasers, provid-
ers, and State mental health authorities to assess
the quality and cost of mental health and substance
abuse services (Task Force on a Mental Health Con-
sumer-Oriented Report Card, 1996). The report
card was unique in that it was developed on the ba-
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sis of consumer concerns, and it focused on out-
comes. As noted in the final report of the Task
Force, the

focus on consumer needs goes beyond the
inclusion of consumers in developing and
evaluating the report card’s indicators and
measures. Indeed, the domains, concerns,
indicators, and measures of the MHSIP
report card are specifically designed to
assess consumer concerns with various
aspects of mental health treatment, not
merely global satisfaction with mental
health services.

The indicators and measures developed were
designed to be “consumer-oriented, based on re-
search and explicit values, focused on, but not limit-
ed to, serious mental illness, designed to emphasize
the outcomes of mental health treatment, and con-
scious of related costs and staff burden.”

The conceptual framework for the report card
revolved around four domains associated with con-
sumer concerns: (1) access to treatment, (2) appro-
priateness of treatment, (3) outcome of treatment,
and (4) prevention. The report card relies on data
collected from administrative databases, consumer
surveys, and clinician-administered instruments.

Today, more than 45 States and territories have
implemented various aspects of the MHSIP Con-
sumer-Oriented Report Card. Many of these efforts
have been supported partially or totally by funding
from the Substance Abuse and Mental Health Ser-
vices Administration’s (SAMHSA’s) CMHS. The con-
sumer survey alone has been implemented by 44
States; it is also the basis for several indicators be-
ing reported under CMHS’s funded Data Infrastruc-
ture Grants that have been awarded to 50 States
and seven U.S. territories. Additionally, many mea-
sures and surveys, as well as a variety of initiatives
adopted across the public and private sector, are de-
rivatives of the content of the report card or other
work undertaken by the MHSIP community.

The Enrollment-Encounter
Task Force and FN-11

During the expansion of managed care that oc-
curred in the 1990s, the MHSIP Policy Group estab-
lished an Enrollment-Encounter Task Force to re-
view data elements and organizational structures
recommended in FN-10 to determine changes need-
ed to ensure that the MHSIP data standards
matched the needs of mental health providers and
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related entities operating in the managed care envi-
ronment. The Task Force brought together repre-
sentatives from managed care organizations
(MCOs), the Health Care Finance Administration
(now the Center for Medicare and Medicaid Services
[CMS]), and other State, Federal, public, and pri-
vate organizations affected by reporting needs un-
der managed care. This effort to include private pro-
viders and MCOs was a distinct departure from the
past, but was part of the evolution of MHSIP to a
more inclusive, data-standard organization. The
task force developed a survey, and, with the help of
the American Managed Behavioral Health Associa-
tion (AMBHA), collected data from a number of
managed behavioral health organizations to identi-
fy data elements they found necessary to run their
organizations. The output of the task force made it
clear that a significant revision of FN-10 data stan-
dards was needed. As a result, the FN-11 Work-
group was established by the MHSIP Policy Group
in 1996. The workgroup’s charge was to revise and
update the data standards that were published in
the original FN-10 document described above. This
task was to be accomplished by reviewing and incor-
porating the data system recommendations in FN-
10 and those in other MHSIP documents that had
been produced since 1989 to address the needs of
children’s service systems, performance indicator
systems, report cards, managed care, and work be-
ing done at the same time by the National Commit-
tee on Vital and Health Statistics. A revised set of
data tables was compiled and reviewed with stake-
holders at regional and national meetings, with the
intent of publishing the results. However, the rising
awareness of the impact of the Health Insurance
Portability and Accountability Act (HIPAA), the ini-
tiation of the Decision Support 2000+ project, and
the growing recognition of the World Wide Web as
an effective tool for disseminating rapidly changing
information led to output from the task force and
the FN-11 Workgroup being folded into subsequent
MHSIP initiatives, which are described below.

MHSIP Web Site (1998)

The MHSIP Web site, which is supported par-
tially by the SAMHSA CMHS and partially by the
Oklahoma Department of Mental Health and Sub-
stance Abuse Services, was initially developed as a
mechanism for sharing information and for serving
as a repository for work products developed by the
FN-11 Task Force. Since 1998, the MHSIP Web site
(www.mhsip.org), also known as MHSIP Online,
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has developed into a major vehicle that includes in-
formation on MHSIP-related products (nearly all
products described in this chapter are available on-
line) and descriptions of past and current projects;
links to all MHSIP regional user groups and MHSIP
Policy Group members; links to important issues
that have an impact on data standards, such as
HIPAA, as well as to related sites; CMHS data-re-
lated initiatives, such as Decision Support 2000+
(DS2000+); a calendar of MHSIP and other data-re-
lated meetings; and a vast library of documents that
are available free to anyone with Internet access.
MHSIP Online receives between 40,000 to 50,000
hits per month, which is a testament to its per-
ceived usefulness among people who have an inter-
est in mental health data standards.

Initiatives Based
on MHSIP Products

One major impact of MHSIP activities has been
made through the guidance MHSIP products have
offered to Federal and State initiatives related to
mental health data and information systems. Two
sets of 3-year grants to State mental health agen-
cies promoted the incorporation and use of MHSIP
data standards in data systems and related initia-
tives; a 3-year State reform grant initiative promot-
ed the implementation of performance measures
proposed in the MHSIP Consumer-Oriented Report
Card; and, most recently, grants from CMHS relat-
ed to the Five-State Feasibility Study, the 16-State
Performance Indicators Study, and the recent round
of State Data Infrastructure Grants to 50 States
and seven territories have many of their perfor-
mance measures and reporting requirements based
on MHSIP products and recommendations.

MHSIP activities have also influenced activities
beyond the public mental health sector. For exam-
ple, several mental health performance measure-
ment activities, including those by the American
College of Mental Health Administration (ACHMA),
AMBHA, and the National Committee for Quality
Assurance (NCQA) have based their work to vary-
ing degrees on MHSIP concepts, products, and rec-
ommendations. Other initiatives that have been
based on MHSIP concepts and products include the
following:

e The Evaluation Center at Human Services
Research Institute Toolkit on Performance
Measurement Using the MHSIP Consumer-
Oriented Report Card: a practical document
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describing “How to Implement” various
aspects of the report card. HSRI collaborated
with a number of persons in the MHSIP com-
munity to develop the toolkit.

The National Association of State Mental
Health Program Directors NASMHPD) Pres-
ident’s Task Force on Performance Indicators
expanded the framework of the MHSIP
Report Card and identified additional indica-
tors of importance for the management of
State mental health systems.

e Decision Support 2000+, an ambitious under-
taking of CMHS, is an integrated set of men-
tal health data standards and an information
infrastructure designed to help all stakehold-
ers answer key questions and make critical
decisions that will improve the quality of
care. DS2000+ consists of several compo-
nents: population, enrollment, encounter,
financial, organizational guidelines, and
human resources data sets; performance indi-
cators, report cards, and outcome measures.
DS2000+ grew directly from the FN-10 data
standards and the recommendations of the
FN-11 Workgroup, as well as from HIPAA
data requirements. Members of the MHSIP
Policy Group and MHSIP RUGs have been
involved in the design, development, and
implementation of DS2000+ since its incep-
tion.

Future Directions

The MHSIP has endured 25 years because the
diverse groups that make up the MHSIP communi-
ty, as well as others with an interest in data stan-
dards and mental health, have recognized its use-
fulness. However, the MHSIP must adapt to, and
reflect the changes in, the environment to remain
relevant. In the fall of 2001, the MHSIP Policy
Group convened a workgroup to begin planning the
revision of one of its most well-known and embraced
products, the MHSIP Consumer-Oriented Report
Card.

Revision of the MHSIP Consumer-
oriented Report Card

The MHSIP objective is always to provide use-
ful, reliable information for consumers, their fami-
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lies, mental health service oversight authorities,
providers, and other stakeholders who want to pro-
mote evidence-based recovery, quality care, account-
ability, and system improvement. The MHSIP Re-
port Card, Version 2.0, will contribute to attaining
that objective. The purpose of the revision is to con-
solidate the lessons and experiences of those who
have developed and implemented mental health
performance measures and to compile a set of mea-
sures that reflect key concerns of stakeholders who
want to improve the performance of mental health
systems or organizations.

Values Underlying Report Card, Version 2. The
MHSIP Report Card, Version 2.0, is value-based. A
central tenet of the MHSIP Report Card, Version
2.0, project is that a mental health performance
measurement system should be designed and built
to be consumer-centered and help consumers move
toward recovery.

Guiding Principles for the Revision. The ap-
proach to the revision is conceptually different from
the previous work undertaken to produce Version 1
of the report card. When the initial work was begun
on the report card in 1993, the development of re-
port cards for the health care sector was only just
beginning. There was little experience to build on
because the efforts under way were only in their ini-
tial developmental or early implementation stage.
The passage of time has given us the opportunity to
add substantially to our knowledge regarding report
cards and performance measurement systems. As a
result, the revision can be built on lessons learned
by entities that have implemented report cards and
performance measurement systems over the past
nine years. MHSIP Report Card, Version 2, will also
be a consolidation effort.

Collaboration and Partnering with Expert
Groups. The revision effort will incorporate the
work of other expert groups that have developed
performance measures relevant to the goals and
purpose of the report card. We have no need to rein-
vent the work of these groups, but rather to partner
with them and collaborate to develop a useful prod-
uct. One such group, whose work is of particular in-
terest, is the Forum on Common Performance Mea-
sures in Behavioral Health and Related Systems.
The Forum is an ambitious undertaking to “identify,
develop, and implement [a small set of] common
performance indicators and measurement specifica-
tions that are applicable to both public and private
organizations and delivery systems that will be
used across the entire mental health field” (Adult
Mental Health Workgroup, 2002). The work of the
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Forum will be incorporated into Version 2 of the Re-
port Card.

Modularity. Version 1 included a fairly large
number of performance measures and indicators,
yet lacked clarity regarding the population to which
some indicators applied. Nor was it always clear to
which settings the measures and indicators applied.
As a result, some measures have been used with
populations or settings for which they were not in-
tended. The concept of modularity will be a defining
factor in the revision and is based on the recognition
that different sets of measures may be needed for
different populations in different settings. However,
a major emphasis of this work will be to develop
consistency and commonality across these settings
and populations.

The Report Card as a Framework for Assessing
Quality and Cost of Care. The philosophy underly-
ing the development of the original Consumer-Ori-
ented Report Card will continue to be a driving fac-
tor in the development of Version 2. That is, “it
uniquely reflects the needs of mental health con-
sumers,” and “it can be used by a broad constituen-
cy to determine whether a mental health system is
meeting the needs of adults and children with men-
tal disorders” (Task Force on a Mental Health Con-
sumer-Oriented Report Card, 1996). If the goal is to
use a report card for this purpose, a minimum num-
ber of performance measures and indicators across
domains must be assessed. To use less than this
minimum provides a disjointed and incomplete view
of the service delivery system that is being assessed.
The final version of Report Card, Version 2, will con-
tain recommendations related to this philosophy.

Measures and Indicators for Children, Adoles-
cents, and Their Families. A concerted effort will be
made to include measures in the revision that are
important to children and adolescents and their
families. To ensure that this happens, members of
the Outcomes Roundtable for Children and Fami-
lies and the Federation of Families for Children’s

Mental Health have been recruited to be members
of the MHSIP Report Card, Version 2, Workgroup.

Recovery. As of 1996, work had not been com-
pleted to operationalize the measurement of recov-
ery, although the task force knew this was an im-
portant issue that needed to be addressed. The
revision will incorporate work based on the findings
and research being performed by the Recovery Fa-
cilitating System Performance Indicator Research
Team. This research effort grew out of the 16-State
Performance Indicator Study and has thus far fo-
cused on “what helps and what hinders recovery.”
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The two co-principal investigators on the project are
members of the Report Card Workgroup.

Consumer Surveys. The MHSIP Consumer Sur-
vey has been widely implemented across the United
States. In addition to its use in public settings, it
has been adopted for use in private sector settings.
The survey was the basis for some of the develop-
mental work on the Experience of Care and Health
Outcomes Survey (ECHO) initiated by Harvard
University with support from NCQA, with partici-
pation of members of the MHSIP Policy Group. The
second-generation consumer survey will build on all
this work, as well as reflect the collaboration now
occurring between the mental health and substance
abuse fields, incorporating interests of both the pub-
lic and private sector.

Work on surveys designed for use with adoles-
cents and family members of children and adoles-
cents has also been initiated over the past three
years. This work was undertaken as part of the 16-
State Indicator Project, resulting in Version 1 of the
Child/Adolescent MHSIP Survey, which is alter-
nately known as the Youth Services Survey (YSS)
and the Youth Services Survey for Families (YSS/F).
Surveys incorporated in Report Card, Version 2, for
youth and their caregivers will also reflect the col-
laboration between the mental health and sub-
stance abuse fields, cutting across the public and
private sector.

Toolkit to Guide Implementation. When the first
report card was published in 1996, it included no ex-
plicit guidance regarding how the various measures
and indicators should be implemented or what con-
stituted the best methodologies for data collection.
A toolkit was developed by HSRI in collaboration
with the MHSIP community within two years of the
release of the report card. However, by this time,
much testing of the report card measures had al-
ready been completed. The impact of the absence of
guidance regarding the implementation of mea-
sures was that many measures were implemented
differently and, in some instances, changed to re-
flect local needs and concerns. The overarching re-
sult is that it has been difficult to completely assess
the impact of the implementation of Report Card,
Version 1, across all States that implemented all or
various components of it. The revision will address
this issue by developing a toolkit in a process that
occurs in parallel with the development of the re-
vised report card. HSRI is supporting this aspect of
the project by working in collaboration with task
force members and others who are part of the MH-
SIP community. The Revised Toolkit will rely on use
of innovative technologies to disseminate informa-
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tion that includes online access to material, interac-
tive technical assistance functions, and links to oth-
er sites to enable access to other valuable resources
that have been developed by others in the field.

Incorporate New Technologies for the Implemen-
tation of Performance Measures and for the Dissemi-
nation and Distribution of Reports. The revision will
also address the use of innovative technologies to
collect performance measurement data and to dis-
seminate reports in user-friendly formats. Increas-
ingly limited human and financial resources make
it imperative that we take advantage of 21st-centu-
ry technology to collect data and share information.

MHSIP Report Card,
Version 2, Task Force

The MHSIP Report Card, Version 2, Task Force
was constituted in November 2001. In line with its
stated goals to be relevant to, and meet the needs of,
the mental health field, representatives from the
public and private sectors cutting across the diversi-
ty of mental health stakeholder groups were re-
cruited (see list in table 1). The task force has met
five times during the past year. The status of the re-
vision of the report card is described below.

Report Card Status as of November 2002. A
combination of several methods was used to consid-
er and select indicators for inclusion in Version 2 of
the report card. First, members of the workgroup
were asked to describe “lessons learned” from the
performance measurement initiatives in which
their constituents had been engaged. They also
were asked to identify performance measures they
thought would be useful to consider for inclusion in
Version 2 on the basis of their experiences with
these initiatives. Several workgroup members rep-
resenting groups that were actively working to de-
velop performance were asked to discuss how their
initiative could relate to the goals of the report card
workgroup and to share information at the point
that interim products were developed.

The second method consisted of the workgroup
systematically reviewing a group of performance
measures and indicators that are used across per-
formance measurement systems. For this purpose, a
matrix was constructed listing the performance
measures currently used by each system or initia-
tive. It was then possible to identify which mea-
sures had been adopted by multiple performance
measurement systems. On the basis of this informa-
tion, the workgroup selected a number of measures
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Table 1. MHSIP Report Card, Version 2,
Task Force organizational members

The National Mental Health Association (NMHA)

The National Association of Consumer/Survivor Mental
Health Administrators (NACSMHA)

The National Association of State Mental Health Programs
Directors NASMHPD)

The National Council of Behavioral Health Care (NCBHC)

The American Managed Behavioral Healthcare Association
(AMBHA)

The National Alliance for the Mentally I11 (NAMI)
The National Association of Mental Health Planning and
Advisory Councils NAMHPAC)

The Federation of Families for Children’s Mental Health

The National Committee for Quality Assurance (NCQA)

The Outcomes Roundtable for Children and Families (ORCF)
The Recovery Measurement Workgroup

The American College of Mental Health Administration
(ACHMA)

The Human Services Research Institute (HSRI)

State Mental Health Authority Planners and Data Policy
Representatives

The SAMHSA Center for Mental Health Services Survey and
Analysis Branch

The SAMHSA Center for Mental Health Services State
Planning and Systems Development Branch

and indicators to be considered for inclusion in Ver-
sion 2.

The third method built on the previous two
methods. Each individual in the workgroup was
asked to identify additional measures that should
be considered for possible inclusion in Version 2
that had not been identified using the previous two
methods. This brainstorming process resulted in the
generation of additional measures and indicators
(approximately 46), some of which were subsets of
measures and indicators previously considered.

The workgroup systematically reviewed the
concerns and rationale of each measure and indica-
tor from Version 1 of the MHSIP Report Card. The
purpose of this review was to determine whether
the concerns were still relevant, or had adequately
been addressed over time, and to discuss alternative
ways to address the concerns if the original report
card measures and indicators were not acceptable.

Finally, all this material was reviewed by the
workgroup and consensus was reached regarding
the proposed performance measures. At this stage,
three types of indicators have been proposed: indi-
cators that are currently in use that have standard-
ized definitions; indicators that are being used but
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have multiple definitions; and indicators that re-
quire measures to be developed. The populations and
settings to which they apply have been identified for
each set.

Next Steps. Activities up to this point have in-
volved the consolidation of information from various
sources regarding the feasibility, utility, and need
for indicators and measures by the Report Card
Workgroup. As the next stages of the project unfold,
broader input from consumers, family members,
and other key stakeholders is being actively sought.
An intensive effort will be mounted across the var-
ied interests in the spectrum of stakeholders to ac-
tively seek feedback on each set of indicators. The
goal of this activity is to obtain consensus regarding
which ones are critical, in terms of importance and
usefulness, to include in Version 2 of the report
card.

Finalization of Proposed Measures and Indica-
tors. Once this broad-based feedback is obtained,
the task force will use the information to finalize
the selection of measures and indicators that make
up Version 2. It is expected that some of the mea-
sures will be those that have already been tested
widely in the field. Others will need to undergo test-
ing to determine how they may best be implement-
ed.

Timelines. An initial working version of the re-
vised report card is expected late in 2004. This docu-
ment will be a working version in the sense that
testing may not be completed on some measures for
which it is warranted, and the work involving part-
nering with other expert groups may need to follow
the other groups’ schedules. For these reasons,
some measures may still be in a developmental
phase, and placeholders likely will need to be used
until work on the measures is finalized.

Other MHSIP Projects

Continued Collaboration on Decision Support
2000+. As noted previously, members of the MHSIP
Policy Group, members of the MHSIP RUGs, and
other members of the MHSIP community have been
involved in the design and development process for
DS2000+. A formal mechanism, the MHSIP/Deci-
sion Support 2000+ Liaison Group, was established
by the MHSIP Policy Group in February 2001 for
this purpose. Members of the liaison group are be-
ing joined by others in the MHSIP community to
work on specific components of DS2000+, including
the information technology components. Also, work
completed under the MHSIP Report Card, Version
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2, project (including the second-generation consum-
er surveys that are being developed) is expected to
be adopted as a prototype report card for DS2000+.

Behavioral Health Care Data Standards. There
is a need now more than ever to ensure that the
mental health field is anchored by a set of data
standards that are rational, are well-defined, and
reflect the values on which the field is based. The
implementation of HIPAA regulations that aim to
simplify the electronic transmission of health insur-
ance information has as its foundation a set of data
standards. A major issue for the behavioral health
field has been its lack of representation in the pro-
cess of setting the behavioral health care data stan-
dards for which it will be accountable. Over the past
2 years, members of the MHSIP community have
collaborated with partners in the field, such as
SAMHSA, NASMHPD, and the National Associa-
tion of State Alcohol and Drug Abuse Directors (NA-
SADAD) to ameliorate this problem and will contin-
ue to do so in the future.

Challenges for MHSIP

Although MHSIP has had success in meeting its
goals to advance the use of mental health data stan-
dards and information technology to support ratio-
nal decisionmaking, the challenges for MHSIP in to-
day’s complex world are many.

MHSIP Influence
on Federal Data Initiatives

In the past, the MHSIP Policy Group has had a
more prominent place at the table in discussions of
guidance for Federally funded data initiatives. To
some extent, the MHSIP has been negatively affect-
ed by the success of its own philosophy. The inclu-
sion of diverse stakeholders in mental health data
projects and standard setting processes funded by
the Federal government has diluted the direct im-
pact the MHSIP has on decisionmaking about these
activities. Nevertheless, the MHSIP community
continues its support of MHSIP values, and its his-
tory, strengths, and skills continue to offer a valu-
able resource and perspective for Federal initia-
tives.

64

Organizational Structure

The informal organizational structure of the
MHSIP community and the MHSIP Policy Group
described previously in this chapter presents a chal-
lenge. Although this structure has been functional
and productive in the past, today’s environment re-
quires a more formal structure—one that lends it-
self to seeking and acquiring funding from a variety
of sources to support MHSIP projects. Additionally,
in the past, many MHSIP products were developed
by volunteers. The economic climate has had a ma-
jor impact on staffing in both the public and private
sectors. As a result, it is more difficult for employees
who have received additional responsibilities to
“carve out” time to participate in voluntary activi-
ties, such as product development. The MHSIP, at
this point, requires investment in dedicated staffing
to support its efforts.

Public/Private Mental Health/Behavioral
Health/Primary Health Partnerships

As stated earlier, the MHSIP’s early activities
focused on public sector mental health initiatives.
Over the years, though, the MHSIP has increasing-
ly become focused on data initiatives that span the
public and private sector because no clear demarca-
tion exists for many mental health consumers be-
tween the two service delivery systems. In other
words, the funding source may be different, but
both public and private sector providers now offer
needed services. If one is consumer-focused and the
notion of data supporting decisionmaking is en-
dorsed, then it does not matter if the data are cap-
tured by public or private sector providers—what
matters is that data from all viable sources must be
used. Clearly, using data from one set of providers
when multiple sets of providers exist distorts the
view of reality.

Closely related is the need to focus on behavior-
al health as opposed to mental health. Many mental
health consumers have co-occurring problems that
require them to access other behavioral health ser-
vices in addition to mental health services. The re-
lationship of behavioral health to primary health
services must also be considered as we look at data
use for decisionmaking. Data can no longer be com-
partmentalized by single service delivery systems
when people are accessing multiple systems for ser-
vices. With the complexity of all these factors as a
backdrop, the MHSIP faces the challenge of work-
ing within a broader context with more players
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across a spectrum of services. It is essential that the
MHSIP goal of inclusion be a driver with regard to
its future work.

Access to Funding

The MHSIP, for all of the volunteer work that
has occurred over the years, is not immune to the
need to access funding to support its work. The MH-
SIP needs to identify a range of resources, consist-
ing of public and private sources, to maintain its
ability to advocate for data and data standards at
the national, State, and local levels and to support
work performed by experts in the field.

Recognition of MHSIP Expertise

Despite the fact that the MHSIP has been at the
forefront of data initiatives for 25 years and that it
has the stature and expertise to continue this role,
it is becoming increasingly difficult to gain recogni-
tion for this fact and to be invited to the table at
which broader data initiatives are discussed. The
MHSIP needs more visibility, greater support, and
increased recognition of its expertise and skills to
address accountability issues that are now being
raised at the national level. It is a waste of resourc-
es not to use the strength and talents of the MHSIP
community that have been developed and honed
over a 25-year period.

The MHSIP Vision
for the Future

Addressing the described challenges quickly
and effectively will position the MHSIP to play a
crucial role in guiding major policy work now under-
way in publicly funded mental health services. The
high-level policy attention being paid to these issues
in the wake of the recent Surgeon General’s report
and President Bush’s New Freedom Commission on
Mental Health Commission creates both opportuni-
ties and pressing needs for the guidance and sup-
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port of a group with the history and expertise of the
MHSIP. The MHSIP’s vision as it relates to the cur-
rent national agenda is essentially a dual one: that
evolving mental health policies and practices be
based on the best possible evidence and data base,
and that mental health systems demonstrate full
accountability to a range of stakeholders. Through
the development of a strong learning community
over the past 25 years, MHSIP has made major con-
tributions to achieving this vision. Meeting the cur-
rent challenges successfully will further the MH-
SIP’s role in the 21st century in creating the data
infrastructure for a strong mental health service
system.
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